How 'anaemia' doesn't fit is in part an empirical matter. For this reason our argument too is largely empirical. We discuss medical texts about 'anaemia' and a series of interviews with doctors who have practised in the tropics, where anaemia is common and often bad.3 In addition, however, the matter of fitting and not fitting is a question of method. We listened for stories which challenge the social theory equivalent of anatomy. And we tried not to organize our material in terms of the spatial categories we wanted to unsettle. 4 Though the substance of this article is empirical, its object is theoretical. For if 'anaemia' unsettles spatial securities, then to talk about it is to explore something about the character of social theory. Or, to be more precise, it is to explore the topological presuppositions which frame the performance of social similarity and difference.
As a branch of mathematics, topology deals with spatial types. Unlike anatomy, topology doesn't localize objects in terms of a given set of coordinates.5 Instead, it articulates different rules for localizing in a variety of coordinate systems. Thus it doesn't limit itself to the three standard axes, X, Y and Z, but invents alternative systems of axes. In each of these, another set of mathematical operations is permitted which generates its own 'points' and 'lines'. These do not necessarily map on to those generated in an alternative axial system. Even the activity of 'mapping' itself differs between one space and another. Topology, in short, extends the possibilities of mathematics far beyond its original Euclidean restrictions by articulating other spaces.
We have taken the notion of 'topology' from mathematics,6 and, in the process of bringing it to social theory, we have necessarily also altered it. Here's our argument. 'The social' doesn't exist as a single spatial type. Rather, it performs several kinds of space in which different 'operations' take place. First, there are regions in which objects are clustered together and boundaries are drawn around each cluster. Second, there are networks in which distance is a function of the relations between the elements and difference a matter of relational variety. These are the two topologies with which social theory is familiar. The first is old and secure, while the second, being newer, is still proud of its ability to cross boundaries. However, there are other kinds of space too, and in this paper we touch on one of these. Sometimes, we suggest, neither boundaries nor relations mark the difference between one place and another. Instead, sometimes boundaries come and go, allow leakage or disappear altogether, while relations transform themselves without fracture. Sometimes, then, social space behaves like a fluid.
Our story also has its own spatiality. We tell it in a linear manner because we want it to be audible to our fellow academics. It has a beginning and an end. 'A point'. A conclusion. So we won't, as Leigh Star would like,7 tell poems. Or sing songs. And least of all will we transport ourselves to Africa as the sun goes down and the stars speak to the physician, weary to her bones after 12 hours in the clinic. But we will try to be symmetrical,8 and avoid taking topological sides. True: we are especially fond of fluid spaces since they do without the solidity of regions and the formality of networks. We like the way they churn and flow. But we will try not to sympathize too much with all this movement, or suggest that it entails a theoretical revolution. We won't spill blood, disposing of the old in favour of the new. Our plea will be for topological multiplicity rather than uniformity.
Regions of Anaemia
What is anaemia? A 'clear comprehensive guide' to 'common medical problems in the tropics' describes it in this way:
Anaemia is said to be present when there is not enough RBC Hb (red blood cell haemoglobin) in the blood. Normally there is more than lOg haemoglobin in each decilitre of blood.9 So that's what it is. But where is it? Let's not try to locate it in the body this time, but on the surface of the Earth. Let's be geographers instead of anatomists.
There is hardly any anaemia in the Netherlands, where the tropical doctors we interviewed were trained and have come back to live and work again. The precise results of the studies which attempt to quantify anaemia in the Netherlands differ. One of the methods of quantification is to count patients diagnosed as anaemic by general practitioners. But the results of such studies differ: 1.4% of the Dutch population is anaemic says a first, 1.7% a second, 2% a third.10 Despite the fact that these numbers vary, they all point in a similar direction. They are low. This isn't the case everywhere in the world.
Anaemia is one of the commonest causes of ill health in many tropical countries.1'
In 'tropical countries' anaemia is caused by many factors and leads to ill health in many people. To know how many, we need to narrow our scope. First, let's focus on 'Africa'. This isn't such an obvious entity to compare with 'the Netherlands', but most of our informants have worked in an African country and freely use the generic term, so we won't argue with them. Second, let's focus, if only for the purposes of counting, on anaemias caused by malnutrition. So we're not speaking of a tropical disease here, but of a nutritional one.12 What is its prevalence in Africa?
The prevalence varies from one country to another and, in the same country, from one place to another. It also varies with the time of the year. ... There are yet more numbers, ranging from 9.5% to 44.3%, though the 50% mentioned above is the highest.15 So there is no overlap, no unanimity, but again this array of numbers also points in a similar direction: they are all high.
The doctors tell the same story as the books and journals. In the Netherlands there's hardly any anaemia, they say. But in Africa there is a lot. So while prescribing iron is seldom necessary in the one, it may be done as a matter of routine in the other. As with so many other afflictions and diseases, anaemia hits people in 'the tropics' very hard. It affects them much more severely than those who visit their general practitioners in the Netherlands. 'Here' hospital admission for anaemia is unheard of. Haemoglobin levels may drop very low after an accident or an operation, when there is dramatic blood loss. Otherwise there are only slight anaemias, and they are rare.
In Kenya up to 70% of inpatients have varying severity of anemia .. . In 14% of the children, anemia is the primary cause of hospital admission. In one recent study of anemia in childhood, 6.4% of the anemic children had a hemoglobin level of 3 gldl or lower.17
The findings of studies such as these are echoed by our informants.
They came in with an Hb, a haemoglobin level, that was sometimes a quarter, sometimes an eighth, of what it is here. Sometimes you were simply amazed how long those people could carry on with such a small amount of blood.
Haemoglobin levels are not the same all over the world. In one region more people have anaemia than in another. And these anaemias are also more severe. Now these are regional facts. They are facts formulated within a regional topology. A topology in which there is one region in which anaemia is 'oh, well', a region which is distinguished from another where it is 'a very concrete problem'.
How are these regions generated? How are their boundaries drawn? When a region is defined the differences inside it are suppressed. They are minimized or marginalized. We quoted some findings about the prevalence of anaemia in the Netherlands above. We noted that they differ -1.4%, 1.7% and 2% -but then we foregrounded their similarity. By saying that they are 'low' they are compared -or better contrasted -with the 'high' numbers produced by African studies. And the fact that figures from the latter displayed an even greater variety, ranging from 9.5% to 50%, didn't stop us from grouping them together. So that is the effect of averaging. Two regions are brought into being, the Netherlands and Africa. The first only has a little anaemia, whereas the other has a lot.
In practice there are complications. For instance, there's a problem about exactly how to draw the boundaries between the regions. It's easy to distinguish in a rough and ready way between 'here' and 'there', the Netherlands and Africa. But what about those areas of Africa with little malaria, reasonable food supplies, a substantial local middle class and only a low level of anaemia?18 Where do these fit in? Should not more regions be distinguished: the city from the countryside; lowland areas from mountainous territories? Shouldn't a proper regional map have five or six colours instead of two?
The problem of normal values is still more complicated. Just because haemoglobin levels in Africa are lower than those in the Netherlands, it doesn't necessarily follow that there's more anaemia in the one than in the other. This is only the case if the same haemoglobin level is taken as the lower limit of the normal range in both locations. This is the view of the World Health Organization. But not everyone agrees. And if the standard against which haemoglobin levels are measured is varied, any comparison between the regions starts to change. So producing such local norms is yet another form of regionalism. It implies the need to set specific 'normal haemoglobin levels' region by region. 19 However, such complications don't necessarily mean defeat. They can either be sorted out in due course, or they can simply be treated as a complicated and ever-present backdrop (as, indeed, they have been for many years). For the moment, therefore, the important discovery is that it's possible to create a regional map of anaemia. This is a map depicting a homogenous field divided by boundaries which distinguish between regions where anaemia is abundant and those in which it is scarce. So it's possible to build a version of the social in which space is exclusive. Neat divisions, no overlap. Here or there, each place is located at one side of a boundary. It is thus that an 'inside' and an 'outside' are created. What is similar is close. What is different, is elsewhere.20
The Laboratory Network To create regional maps is to stress similarities within regions and differences across boundaries. But to do this there must also be numbers, numbers which tell about haemoglobin levels. And numbers demand measurements. But measuring haemoglobin levels isn't easy. You need a machine. And someone who knows how to use it. In the Netherlands there are expensive photo-electric meters in all hospital laboratories and simpler devices in many general practices. But what of Africa?
In articles which report surveys of haemoglobin levels, the 'materials and methods' sections mention measurement techniques. Sometimes these reports make it sound as if the process of measurement was unproblematic.
The haemoglobin concentration and red cell indices were measured by a Coulter S + IV automated analyser.21
However, other articles mention problems and talk about coping with them. These suggest that it can be pretty hard work to make a 'haemoglobin measurement'.
Haemoglobin estimations were performed using a Delphi haemoglobinometer (or the Lovibond method if the haemoglobinometer was not working for some reason). 22
This phrase -with its deliberate, self-strengthening modestysuggests that 'measurement' wasn't possible because a Delphi haemoglobinometer only permitted 'estimations'. It also warns that this device, inaccurate as it was, didn't work at times, and had to be helped out by the Lovibond method. So machines may be good or bad. But it is not simply a matter of scientific prudence: for machines don't determine haemoglobin levels all by themselves. Someone has to help them. Even the Coulter S + IV automated analyzer needs to be fed with blood which someone has had to draw from the patients' veins. And the Delphi haemoglobinometer depends so much more on the way in which it is used that the authors reporting its results feel the need to note in their method section that:
The laboratory and ward staff were the same for the two periods [we ran this study].23
How is it possible to say that severe anaemia is common in Africa, whereas it is unusual in the Netherlands? How is it possible to create regional maps? This requires a network of haemoglobin measurement. Machines which measure haemoglobin levels. And people who have the skills to use those machines. So this is how the work of creating numbers and generating a homogenous space within which comparisons make sense and boundaries become possible. This is the point made by actor-network theory. It says that the space in which regions can be drawn and differentiated exists. But it doesn't exist in the order of things. Rather, it is an effect or a product which depends on another quite different kind of space, the space of networks. This isn't regional in character, but is generated within a network topology.24
A network is a series of elements with well defined relations between them. The metaphor comes from semiotics where it is applied to language. But the elements of a network do not need to be words, and the relations between them don't necessarily have to do with the question of giving each other meaning. Network elements may be machines or gestures. And their relations include all sorts of co-constitutions. In a network space, then, proximity isn't metric. And 'here' and 'there' are not objects or attributes that lie inside or outside a set of boundaries. Proximity has, instead, to do with the identity of the semiotic pattern. It is a question of the network elements and the way they hang together. Places with a similar set of elements and similar relations between them are close to one another, and those with different elements or relations are far apart.
If it is actually used on arrival, then the haemoglobin meter that travels from a factory in Germany or Korea to the Netherlands and Africa turns the laboratories in both regions into a similar place. They are both 'labs'. They are close for they are both part of the haemoglobin-measurement network. English language handbooks and the bi-or trilingual technicians they instruct also partake in this network. As do the nurses who tap venous blood. And the substance they add to the blood to prevent it from clotting. And the blood itself, of course. Networks may contain all sorts of elements: they're heterogeneous.25
In actor-network theory there is much writing about the way in which networks generate regions by crossing boundaries and spreading themselves.26 This is the point of Bruno Latour's notion of the immutable mobile. An entity such as a text or a device is immutable when its elements do not change and the relationship between them is not altered. It holds itself stable wherever it goes. And it is mobile because, from the point of view of a regional topology, it displaces itself from one place to another.27 So the 'space-time travel' of these mobiles is only 'space-time travel' from the point of view of a regional topology. However many kilometers there may be between two haemoglobin meters, in a network topology they are close to one another. Together they form a specific node in the network of measurement -a network which stretches all the way from 'needle' to 'number' via 'nurse' and 'normal distribution'. So the argument is that 'space-time travel' is better seen as an inter-topological effect: an effect of one topology meeting the other. As Bob Cooper observes, what happens is that network invariances 'fold' regional surfaces. The network brings together two or more locations that are far away from each other on a regional map.2
The Limits of the Network
In the Netherlands the work of surveying the haemoglobin levels of patients who visit their general practitioner can be superimposed quite easily on the day-to-day work of general practitioners. 'Here', after all, the diagnosis 'anaemia' is written in a patient's file when this is established, and this only occurs once someone's haemoglobin level is measured and deemed to be too low.29 Thus, all it takes to make the data that allow a comparison between the Netherlands and another region, is the addition of a pile of forms to those already in the doctor's surgery; and then a way of making her fill them in properly.30 In the Netherlands the difference between common medical practice and epidemiological research is simply a matter of writing things down.31
But it is different in Africa. It is possible to arrange things 'there' so that numbers about the population are created. In this or that specific hospital, clinic or dispensary everything can be installed in a way that allows the assembly of local numbers. These can then be magnified to any suitable size. Thus, it is possible for epidemiology to make 'there' comparable with 'here' and so to generate haemoglobin regions together with their differences in anaemia. It is possible, but in Africa the business of making numbers doesn't easily link up existing medical practice. For the haemoglobinmeasurement network hasn't spread everywhere in Africa to become an element of day-to-day medical care.
In tropical medicine as a whole the laboratory is a problem, because a laboratory isn't just a laboratory. It is a system of people who work there, who are stimulated, controlled, a system of quality checks. And often it is an imported system. So you try, you try to work like here, but you lack all these things: continuous supervision, feedback, quality checks. And then you have the physical circumstances: apparatus which has to be transported along bumpy roads, the climate.32
Machines may get transported. Or they may not, for the roads are bumpy. So even if they reach the capital they don't necessarily make it to the rest of the country.
Yes, in Harare you had it all, you had sufficient apparatus and laboratory staff. So there Hbs were done much more [than in the rest of Zimbabwe].
In rural clinics or hospitals in smaller towns, doctors may often have to rely on devices that were designed a long time ago.
For a while we had this thing, the Sali method. . . . But often it didn't work because the batteries were fat. And then there was a photocoloric affair. But only for a short time. Then something happened to it. And yes, sometimes we used this old fashioned method with a drop of blood on a blotting paper, a standardised one, and you had to compare it with a colour chart: going from rose to red to dark red. Gave you a very rough impression.
Then the devices, whether new or 'outdated', transported with such difficulty to the middle of nowhere, don't automatically keep on working once they get there. They have to be maintained, and calibrated:
The problem was that the calibration fluids had always expired. And then we scoured the whole country, ordered it abroad, never got it.
As we mentioned above, machines don't work all by themselves. They need people to put blood in them, to calibrate them, and to read the results. But people can be imported, too. And thus perform in exactly the way the machines demand.
In South Africa I worked in a hospital with nuns, and the laboratory technician was a nun as well, a German nun, so that was always good. So I am a . . . I discriminate like hell, but with pleasure! [Laughs] But most technicians in Africa are local people. And by European standards many of them aren't sufficiently accurate. Maybe they're not disciplined to obey the demands of machines early enough in life. Maybe they're simply too busy. Perhaps there are two ways of looking at this. One is to stay with the network and explore how it struggles to maintain the identity of its elements and the links between them, and then to note that there are other networks out there folding the planes of the regional worlds in their own ways. This is the course generally adopted by actor-network analysis. And it is a fecund course. For the principle of invariant transformation may be common to all network-spaces, but their forms are different and they generate different kinds of regions.
The other alternative is to make the same move as that made by actor-network theory when it analyzed the way in which networks generate and supplant regions. It is to ask whether there are other spaces around, spaces that have topological properties which aren't like those of regions or networks. So if we do this, where does it take us?
The Clinical Gaze Though the haemoglobin-measurement network doesn't cover the entire world, it does make it possible to claim that there is 'more anaemia' in Africa than in the Netherlands. It does this by measuring such levels in a few clinics and generalizing the findings, an art which is called extrapolation.35 But the work of dealing with individual patients cannot be extrapolated. It has to be performed at every single spot, all over again. That haemoglobin meters don't work properly everywhere is therefore harder for practitioners than for epidemiologists. How to track down anaemic patients in the context of day-to-day medical care? The author of an article describing various relatively transportable methods for measuring haemoglobin levels observes that: Much anaemia is missed or not followed to recovery because time or money is not available to get a venous sample of blood tested.36
And it goes on:
The present paper describes some currently available methods for testing the degree of anaemia from a finger-prick test.37
The object is to extend the network by creating more immutable mobiles, arrangements that will remain stable under a wider range of circumstances. However, in addition to measurement there's another way of finding out whether or not a patient has anaemia. This requires the cooperation of bodies only, not that of machines.
In contrast to the haemoglobin tests of the laboratory, it is called clinical, the clinical method. This is older than laboratory methods. It diagnoses anaemia by looking at symptoms and signs. And it doesn't disappear when the laboratory appears, not even in the Netherlands. We'll come to that. For now the question is: how does it work in Africa?
Tropical doctors talk about it like this. They say that when a patient comes in, the doctor looks at her eyelids, gums and nailbeds. These should all be pink. If they're pale, then the patient is anaemic. It's a rough and ready technique. But if the haemoglobin level is low enough, it works.38 I don't know if I could distinguish a 10 from a 15. Those are all people who are simply beautifully pink, probably. But below that you can, with a clinical gaze, you can pick out something.
So the clinical gaze can pick out anaemic patients in the absence of a laboratory.39 Indeed, in the article just mentioned, it is said to be better than a bad laboratory and is recommended.
Ability to make a crude assessment of the degree of anaemia by looking at mucous membranes remains the most valuable screening method. There is much to be said for avoiding tests of the degree of anaemia that are grossly inaccurate: instead, train staff to become efficient in looking at mucous membranes.40
So in addition to the laboratory, there is a clinical way of screening patients and finding anaemia. It makes use of experience rather than accuracy. Thus, while local technicians are scorned for their laboratory inaccuracies, they are credited for their experience when it comes to observing pallor. Some tropical doctors told us their local staff were far better at this than they were themselves.
And so you can say, if you have observed thousands of those people that way, and the technicians working in those laboratories did observe that way, well, they could more or less say it. Say: 'it will turn out to be this [ So nothing is missing. Tropical doctors don't need laboratories. They routinely diagnose anaemia anyway -using their eyes. In the middle of the routine, the urgency, and the heat of an outpatient consultation, the complaints that a patient might make about anaemia are hardly part of its reality. White eyelids are. So 'the clinical method' isn't invariant.43 It's a matter of listening here and looking there. And while in the Netherlands the clinical method is used to select those patients whose blood is going to be checked by the laboratory, in Africa it may well lead directly to treatment.44
We didn't have anything else: we had our clinical gaze. And that is looking at the conjunctiva, the eyelids. In the Netherlands that's impossible. Why? . .. It is said you can't point yourself in the right direction in this way. In Kenya you can because the anaemia may be so severe. I already said so: 3 gldl, in the Netherlands you never come across a child who has that. There they come in daily.
In the Netherlands a doctor does not rely on her gaze for, rare exceptions apart, patients only have a marginal level of anaemia, and their eyelids, nails and skins do not turn noticeably pale. In Africa it is different: the pallor may be so impressive that it points immediately, as it were, in 'the right direction'. So what we're dealing with is not a single clinical network with elements that hang together through invariant relations, transporting the same 'anaemia' everywhere. Nor is it two interweaving networks -laboratory and clinic -each travelling round the world with its own 'anaemia'. And neither is it two regions where each is defined by a specific form of medical care which uses its own methods to delineate its own 'anaemia'. What we're witnessing is something different. We're looking at variation without boundaries and transformation without discontinuity. We're looking at flows. The space with which we're dealing is fluid.
So there is anaemia in

Isn't this a plausible way of talking about what happens to anaemia as the Dutch physician moves from the Netherlands to the new context of her clinic in Zimbabwe?
For the 'anaemia' she learned about in medical school doesn't disappear as she steps on to the aircraft. Not at all. And neither does it shift, as it were like an ontological rupture. But the anaemia she finds in Africa isn't familiar either. So in the weeks after she arrives, she starts to absorb what's novel about it. She learns that there are no machines. Or that the figures they produce aren't accurate. But she finds that there are plenty of white eyelids, which she only ever read about in books before. And she discovers that there are pallid skins -though she can't yet 'see' that they are pallid. The local nurses are far better at this than she is.
So perhaps the physician flows from the Netherlands to Zimbabwe. And then she flows back again at the end of her contract into a Dutch general practice where there are few white eyelids or sallow skins, but lots of complaints and laboratory forms to be filled in. And, as she flows, so too does 'her anaemia'. The argument, then, is that 'anaemia', like blood itself, may be thought of as a fluid. And -this is the promise of a fluid topology -so long as it flows there is the possibility that the transformations that it undergoes will not lead to abrupt changes. For fluidity generates the possibility of invariant transformation.
A Fluid Space
The social inhabits multiple topologies. There's one that is regional and homogeneous, which distinguishes its objects by talking of territories and setting boundaries between areas. There's another that comes in the form of networks, where similarities have to do with syntactical stability and differences reflect grammatical dissimilarity. But there are others too, and one of them is fluid. For there are social objects which exist in, draw upon and recursively form fluid spaces that are defined by liquid continuity. Sometimes fluid spaces perform sharp boundaries. But sometimes they do not -though one object gives way to another. So there are mixtures and gradients. And inside these mixtures everything informs everything else -the world doesn't collapse if some things suddenly fail to appear. First, then, the question of boundaries. In fluid spaces there are often, perhaps usually, no clear boundaries. Typically, the objects generated inside them -the objects that generate them -aren't well defined. Thus, even the boundary between the normal and the pathological which is so important to medicine isn't given once and for all. Any attempt to fix it tends to falter. For what counts as a normal, non-anaemic patient in tropical practice?
Well, I think that, at a particular moment, that's a fiction. You can say that there are specific yardsticks you can aim for. But it is also how you're moving. You're going down or up ... It's more a matter of trying to correct deviance than of striving after some absolute number.
In a fluid space normality is a gradient rather than a cut-off point. When they deal with anaemia, tropical doctors aren't trying to reach a specific threshold, but to nudge the Hb level in the right direction. To push it up a bit. And much the same is true for the person of the patient. A doctor may base her medical decisions on findings from places located far beyond the patient's skin. Or, to put it differently, a person overflows her surroundings, and she does so in ways that are quite unpredictable.46 In a fluid space it's not possible to determine identities nice and neatly, once and for all. Or to distinguish inside from outside, this place from somewhere else. Similarity and difference aren't like identity and non-identity. They come, as it were, in varying shades and colours. They go together. So this is a third point: a point that has to do with robustness. For the clinician the world does not collapse in the absence of a laboratory. Tropical doctors know all about this absence -and many others. And yet they still go on working. So they say that even where complaints are hardly put into words, and each patient sees the doctor for only a few minutes, anaemia is still diagnosed and treated.
So the logic of fluid objects isn't so different from
In fluid spaces objects don't collapse easily. But why? Maybe it's because there is no single strongpoint to be defended in order to preserve continuity. Like guerrilla armies, fluids melt back into the night. They circumvent. They infiltrate. For since continuity has nothing to do with the integrity of territory in a fluid space, there are no fixed frontiers to be patrolled. Neither is there need for police action to safeguard the stability of elements and their linkages -for there is no network structure to be protected. The world does not, as it were, have to be configured and set to rights. It is this, or so we believe, which gives fluids and the objects composing them their ability to move. To travel everywhere. Or almost.52
It may well be that it's because they do not cling to anything in particular, but work adaptably, that tropical doctors are able to accommodate themselves to whatever is required. So fluid spaces are no 'better' than regions or networks. They are no more attractive. Or virtuous. And they don't 'really' get at the chaos. For the social doesn't simply organize itself into a liquid form -not even in a fluid space. Fluid objects absorb all kinds of elements that could only ever have come into being within the logic of other topologies. Doctors who diagnose anaemia use numbers and observations. They mix them together happily. They may see a haemoglobin level when they look at an eyelid. They may say 'gosh, she's got a low haemoglobin level' if a patient sits down gasping for breath or her conjunctiva are white.
Fluids aren't solid. Or stable. Or the only spatial types around. It's all contingent. But that doesn't imply there's nothing more to say. We learned a great deal about anaemia from the tropical doctors we interviewed -even if we also learned that nothing we learned is fixed. That it may be different if we go and ask elsewhere. Or in another year or two. The study of fluids, then, will be a study of the relations, repulsions and attractions which form a flow. Repulsions which sometimes, to be sure, mean that a fluid encounters its limits. Where the doctors, the technicians, the nurses and the iron tablets stop -there there is no anaemia. There may be death. But no anaemia. So fluids encounter their limits at the moment when they no longer absorb their surroundings. Where, perhaps, they start to evaporate. Or where they encounter another immiscible liquid. But fluids, or so our story suggests, are also remarkably robust.
So how does anaemia flow? How does it move between the Netherlands and Africa and back again? The answer can only be empirical. It may flow in people's skills, or as a part of the attributes of devices, or in the form of written words -any or all of these may carry anaemia. It may swallow up a regional form for a little while, or absorb part of a network. And as it moves, it changes in shape and character. With more or less viscosity, it picks up and incorporates. Or it lets go. And so, indeed, it changes even as it stays the same. There may be a lot of it, or only a little. It may be severe, or only slight. It may lead to one kind of action, or another. But most important is the way in which all its instances join together. For if we are dealing with 'anaemia' over and over again, something that keeps on differing but also stays the same, then this is because it transforms itself from one arrangement into another without discontinuity. 14. Ibid. We have omitted Masawe's discussion both of mean haemoglobin levels and the causes of anaemia found in these studies (which in some cases included non-nutritional anaemias) because such complications do not affect our basic argument.
*NOTES
15. Such numbers are about different populations, created with different research techniques, by different organizations and for different purposes. So even if they're all products of epidemiology, the discipline mapping the distribution of diseases over geographical and social spaces, their great variety isn't all that surprising. We quote from the epidemiological literature here, in an analytical mode, but don't go further into the intricacies of epidemiological studies because they only serve as a backdrop for the interviews. 18. This relates to the old discussion as to whether international relations should be discussed in terms of the North--South distinction or that of social class. Does it make best sense to distinguish the Western world and the 'local upper class' on the one hand, and the 'local poor' on the other?
19. The production of a norm for any population by drawing a gaussian curve through a series of highly variable haemoglobin levels is in itself an activity which produces regions. All the differences between individuals are suppressed in order to end up with the mean, the median and the lowest acceptable haemoglobin level for 'the population'. This population may map on to a geographical region (for instance that of a nation) or on a social one (for instance people with low incomes). 
